Letters to Editor

Instead of forcing students to attend lectures, an
environment should be created in such a way that they
should be eager not to miss a single lecture.
An amateur role for a medical teacher is no longer
sustainable. Competence in teaching should be a
requirement for all teachers.
Only when one analyzes the data in its entirety can one
start to appreciate the existence and the magnitude of a
problem. I end by saying that medical education is not an
exception to this.
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Case Reports
Dear Sir,
This is regarding Dr. Mukund Thatte’s editorial on “A Point
Regarding Case Reports”.[1]
I appreciate your respect for case reports. Writing case
reports for publication in journals is one of the best
ways to get started in the medical profession. Case
reports are little mysteries that hold readers’ interest far
more effectively than other types of papers like original
research and review articles.
An essential feature of a publishable case report is
its educational value. It is not true that a report must
present a unique finding. Most case reports are published
because they support the findings presented in previously
published cases or because they are useful reminders of
an important point in diagnosis or treatment.
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Unusual palmaris longus
muscle
Dear Sir,
The palmaris longus muscle (PLM) is a slender fusiform
muscle, whose short muscle belly arises from the medial
epicondyle with a common flexor origin. Its long slender
tendon passes palmar to the transverse carpal ligament
and is attached to the distal half of its anterior surface
and centrally to the Palmar aponeurosis. It is one of the
most variable muscles of the human body and is classified
as a phylogenetically retrogressive muscle, i.e., a short
belly with a long tendon.[1] In vertebrates, it is found only
in mammals and is best developed where the forelimb is
used for ambulation.[2] For example, the Palmaris longus
is always present in the orangutan[3] but is variably absent
in higher apes such as chimpanzees and gorillas.[2] In
humans, the absence of Palmaris longus appears to be
hereditary but its genetic transmission is not clear.[3]
During a routine dissection of the forearm of a 39 yearold male cadaver in the Department of Anatomy, Kasturba
Medical College (K.M.C), Manipal, we observed that the
Palmaris longus muscle on the left side was muscular
from its origin right up to the wrist and then continued
as the Palmar aponeurosis.
Reimann et al, examined 1600 extremities and found
incidence rates of 12 and 9% of agenesis and other
anomalies respectively. Variations in form constituted
50% of these anomalies. The muscle belly may be central,
distal or digastric or it may be completely muscular.[4]
Variations also include unilateral absence of the Palmaris
longus tendon as well.
Many surgeons agree that the Palmaris longus tendon
is the first choice as a donor tendon because it fulfils
the necessary requirements of length, diameter and
availability, and can be used in reconstructive surgery for
a wide variety of procedures including lip augmentation,[5]
ptosis correction[6,7] and in the management of facial
paralysis[8] without producing any functional deformity.[9]
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Figure 1: Showing the palmaris longus, which is muscular throughout its length.
PLM - palmaris longus muscle, PA - palmar aponeurosis

The Palmaris longus tendon is often considered the ideal
donor for tendon grafts for replacement of the long
flexors of the fingers and of the Flexor Pollicis longus
tendon [Figure 1].[10]
PL anomalies are very important for hand surgeons.
In spite of being a landmark to the structures of the
wrist, the variations of this tendon may confuse even
an experienced surgeon. The clinician must consider
this possibility if there is any suspicion of an abnormal
swelling in the distal forearm.
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Unusual presentation of a
foreign body in the palate
Dear Sir,
We would like to present a case of a foreign body embedded
in the palate which was misdiagnosed as a cleft/fistula in
the palate. The problem in diagnosis was because of the
difficulty in examining the child without anesthesia, the
uncooperative attitude of the parents and the clinicians’
disregard for the history given by the mother.
Recently a eleven month-old child was referred to the
Department of Plastic Surgery in our hospital by a general
practitioner with the diagnosis of a cleft palate. The child
was uncooperative and would not allow examination of
the oral cavity. The parents were equally uncooperative.
Although there was no history of food or milk escaping
from the nose, there appeared to be a tissue defect in the
hard palate appearing as an irregularly shaped black recess
in the mid-line. The soft palate could not be visualized
in the routine examination of the child. The mother had
noticed this phenomenon at the age of one month and it
was assumed by everybody that she had missed the finding
at birth and a diagnosis of cleft palate was made by the
general practitioner and pediatrician treating the patient.
On subjecting the child to examination under anesthesia,
a shining plastic disc of the kind used in garment
manufacture was found firmly adherent to the hard
palate [Figures 1-3] in the mid-line with some palatal

Figure 1: Foreign body lodged in hard palate
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